Swelling of the epiglottis. occurring suddenly and independently of any of the more chronic and systemic conditions, such as syphilis and tuberculosis, is apparently due to a number of causes, and three peculiar instances having come to my notice with this condition at about the same time, I was led to give the matter enough thought to look over my own records and to find out the opinions of others as to the origin and causation of such cases. The results of this consideration I venture to present to you under the above title.
Two patients with enlargement of the epiglottis came to me, in whom there was a history of previous attacks similar to the one in which I first saw the patient, and each of the attacks was apparently not connected with any previous inflammation of the tonsils or other parts of the throat.
In 1895 I was consulted by Mr. L. C., 46 years old. He had had difficulty in swallowing for at least two years. At all times there was a sense of fullness in the throat. Frequently the difficulty in swallowing solids was very great. Rarely until the present time had he had any actual pain. He had suffered in the past from frequent attacks of tonsillitis, which have presented no other difficulties than is usually the case with tonsillar inflammations. Examination showed him to have simple enlargement of both faucial tonsils.
In the lower part of the throat the laryngoscope discovered a large swelling. a little to the right of the median line, on the lingual surface of the epiglottis, pressing it so far backward toward ·Read at the thirtieth meeting of the American Laryngologieal Association held in Montreal, May 11 to 13, 1908. the posterior pharyngeal wall as to completely conceal any view of the interior of the larynx. The surface of the swelling was red, and it was evident from appearances that we had to do with a cyst, which was in a state of inflammation: Under simple local anesthesia a large slit was made in the wall of the cyst and a very thick, gelatinous, greenish colored fluid was evacuated. The sac seemed to be fairly thick-walled, but on seeing the patient five days later the cyst had, however, so contracted that it was impossible to get into it again. My idea had been to cauterize the lining membrane of the sac.
Nothing more was heard of the patient until January, 1896, some three months later. The sac had filled up again, to a small extent. Puncture was made, and a bead of nitrate of silver on a probe was passed down through the opening into the interior of the sac.
In October, 1898, the patient again presented himself with a large swelling in the same location, this time weighing down the epiglottis to such an extent that there was considerable difficulty in breathing, and severe choking when liquids were swallowed in large amount. Considerably more pain and constitutional symptoms were also present at this time than in the previous attacks. A liberal slit was made rapidly into the superior wall of the sac, and a large amount of mucus, with more pus in it than before, was evacuated. The collapse of the sac was so complete, owing to the gagging of the patient, that it was impossible for me to get into the opening again with a probe in order to cauterize the interior. Examination a month later showed no evidence of any cyst wall remaining.
The patient reports at the present writing that he has had no trouble from a recurrence of any inflammation in the sac, and he attributes his immunity for these years to the fact that he had his tonsils cauterized. As none of his attacks of enlargement of the cyst have followed tonsillitis, directly or indirectly, I do not take his suggestion seriously as regards the reason of his immunity.
The second case of abscess formation in the epiglottis, of the recurrent type, and of cystic origin, occurred in a young man, about 26 years of age, who was first seen by me in 1894. He was then recovering from what he now supposes to have been abscess in the region of his epiglottis. His history at the time of his first appearance was that he had had "an awfully sore throat," which he considered to be quinsy, that it had broken in the night, and, that as he had had two previous attacks of it, one in 1890 and one in 1892, he wished me to advise him as to some method of relieving him of such recurrences in the future. He was then a student in the University, and I saw him a number of times, but as his tonsils were not very large, did nothing for him further than the ordinary treatment for the catarrhal condition which existed in his nose and throat. At that time the existence of a cyst in his epiglottic region was not known to us. He had an interval of immunity of about eight years, during which time he had so much cough and bronchial trouble that he thought that he was about to become a victim of tuberculosis, and passed his time in a warmer climate, being principally engaged, in one way or another, in business in the southern states.
In 1904 he came to me with exactly similar symptoms and conditions as depicted in case 1. A large cyst or abscess cavity was found at the base of the epiglottis a little to the left of the center. which drove the epiglottis downwards and backwards over the entrance to the larynx. He was in the greatest possible distress when he came to me, having been in this condition for three or four days, and having sought relief at the hands of various physicians, all of whom, however, had failed to use the laryngoscope. Immediate relief was given by puncture and evacuation of the cyst, and the same glairy, thick, yellow mucus in large mass, mixed with small flocculi of pus was evacuated, as in case 1. There were so much blood and discharge, that it was impossible to do anything toward further opening of the sac or cauterizing its interior that night. The patient failed to come back until the third day, when the epiglottis had so righted itself and the. parts had so shrunken, that it was impossible to get a probe into the opening as one would have expected, had there existed a large cyst cavity.
His description of his feelings and symptoms in the three previous attacks left but little room to doubt that he had had a similar state of affairs, with spontaneous rupture of the sac.
A three year interval elapsed, and in August of last year he again had a sudden attack of violent pain and swelling and choking, following the use of his voice in a lecture. He had had absolutely no previous inflammation in his throat nor any cold. He was then in a distant part of the country, and the sac was opened by a skilled hand, and an attempt was made to curette the interior of the sac, which resulted in an enormous amount of swelling and discomfort, and the thickening went down very slowly, not having entirely subsided a month thereafter.
He had another attack in December last, coming on in exactly the same way as before, and it was again opened, this time, however, by simple incision. The sac collasped completely, and since that time it is impossible to see any evidence other than that of the scar, which is situated at the base of the epiglottis, entirely off from the base of the tongue.
He reports that his mother and two sisters have had abscesses in their throats, which on two different occasions have been diagnosticated as "being somewhere at the root of the tongue. None of these patients was ever examined with the laryngoscope.
These two cases, it seems to me, are to be diagnosticated carefully from those of abscess of the lingual tonsil, which cases of lingual quinsy are like the faucial type in that they are more or less peritonsillar and do not as a rule involve the epiglottis at all, except as the latter becomes edematous. Of the abscesses in this region which I have seen, and which number only five, three were on the left side of the base ot the tongue, just at the entrance of the pyriform sinus. At least that is the region in which the greatest swelling occurred and where I made the incision to evacuate the contents. This means, of course, jusf beyond the lymphoid tissue of that region. The other two cases were nearly central, a little to the right. in the fossae glossoepiglotticae, at the root of the tongue. These five cases were all subsequent to well developed acute follicular inflammation of the lingual tonsil. "The two cystic cases, first mentioned, were so situated as to be dearly of epiglottic origin. The fact of the recurrences and the character of the contents in both cases, not being simply pus, but thick, glairy, greenish mucus, have led me to the conclusion that they must be cysts of the branchial cleft type. I am more impressed that this is the explanation, because of the character of the matter contained in the cysts which was exactly similar to that which I once saw in a recurring cyst which opened externally in the neck in the thyrohyoid space.
This was a most interesting case of this type, and was where we could study it more carefully than when occurring within the throat. It was in a girl of about 20 years. When I first saw the patient it had been opened frequently, evacuated, and washed out with various solutions, all to no effect, for in a shorter or longer time, the secreting mucous membrane not being destroyed, it would again fill up. When I opened and carefully probed the cavity, it went down to within so short a distance of the interior of the larynx that the separating membrane was apparently as thin as thin note paper. That this was the case was definitely demonstrated when a surgeon, rather against the advice of the laryngologist, attempted to dissect the sac out under general anesthesia. Notwithstanding that the membrane was well defined, it was impossible to loosen and remove it over a circular area of about 3/16 of an inch in diameter because of the fear of producing a fistula by opening into the interior of the larynx at the base of the epiglottis. The unremoved area of mucous membrane was lightly touched with a pure stick of silver nitrate, and the edges of the wound sewed up. For some years there was no return, and the case has passed entirely from my knowledge.
As is well known to all, in the depths of the branchial clefts of the embryo, the epiblast and hypoblast, as seen in serial section under the microscope, are separated by the merest network of a single layer of intervening fibres. Whether the inclusion cyst comes on the one side of this partition or on the other is probably purely accidental, but when, after the habit of these cysts, after years of quiescence 'something starts them to secretion, in the one instance it will be external and in the other at the base of the epiglottis. The clinical phenomenon is the same in both cases. Dermoid cysts and supernumerary thyroid glands are also recorded as occurring in the region which we have under consideration, so that our cases of branchial cysts fit in with the universal experience. How small these cysts may have been in the quiescent period one does not know. When inflammation starts, as in the two cases which I report, the sac becomes as large as a small English walnut. It should be remembered that on several occasions in both cases the attack came on suddenly and a large amount of pus was evacuated. making it appear that the infection had taken place in an already large cystic cavity. . In these in-stances there seemed to have been no previous inflammation in the throat, at least none of which the patient was conscious until the feeling of discomfort resulting from the swelling of the cyst and the distortion of the epiglottis came to pass.
The foregoing explanation for these cases seems to be fairly clear, and the indications for treatment are evident and plain, the only trouble being in-the difficulty of destroying the lining membrane of the sac at the time of the first incision.
During the last year three patients with simple, what might be called, "idiopathic." edema of the epiglottis came to my attention, which also were not connected with previous inflammatory action in the tonsils or throat. Two ended with distinct abscess of the epiglottis, and the third, between a morning and an evening visit was so much improved, during a nap which the patient had taken in the middle of the afternoon, as to lead one to the only probable supposition that perhaps also here a small abscess had broken. The histories are very' briefly as follows:
A student of the University came in to me one evening complaining of a swollen and tight feeling in the lower part of his throat, with difficulty in swallowing. It had come on during the last two days, being very much worse. today.. He had had no previous sore throat or cold. Examination of his throat showed the left side of his pharynx somewhat congested, no active tonsillitis in evidence, but an enormously swollen epiglottis with a greater prominence on the right half, on its lingual side. As there was no marked swelling of the aryepiglottic fold or the arytenoid cartilages, the condition did not seem to me to be urgent and I did not make any punctures, simply spraying the throat and ordering a steam atomizer. with Seiler tablet solution. and adrenalin every two hours through the night. He came next day with a distinct white point on the more swollen right side of his epiglottis, which on puncture developed a cavity as large as an orang-e seed. This evacuated itself, with complete collapse of the walls. The swelling promptly went down in two or three days, and he made an uninterrupted recovery.
This case was scarcely off my hands when I was called to treat an elderly woman whom I had known professionally for a good many years. I had seen her throat at various times, and had been particularly conversant .with the base of the tongue. for she had had enlargement of the lingual tonsil which frequently produced cough.
She sent for me one day with the statement that she had a 'sore throat in a different position than ever before, and that it was exceedingly distressing to her, and that she had a queer suffocating feeling that was very disturbing. Examination showed an epiglottis very similar to the one I had seen a few days before with the exception that there was more swelling on the left side than on the right, and that the aryepiglottic fold around to the arytenoid was very considerably swollen. Here the indications were certainly for more active treatment, and paying but little attention to the epiglottis, I punctured the aryepiglottic fold, and was gratified to find that in a few hours the swelling went down in response to the puncture and the steam atomizer, used as in the other case. The next day a white point was seen upon the most swollen portion of the epiglottis, and on the following day it was punctured, with the evacuation of a considerable amount of pus, with a quick subsidence of the symptoms. In this instance I was able to put a pledget of cotton dipped in strong carbolic acid directly into the cavity itself. There had been to my certain knowledge in this patient, as I had seen her within a few days of the time she called me to the house, no active inflammation in the throat such as one would usually expect to find in an edema case.
At a time not very distant from these two cases, I was called suddenly in the night to a patient who, being a physician, diagnosticated his own case. He said he believed he was having edema of the glottis. He had been having .leptothrix of both tonsils, and had had considerable irritation in this region from the foreign organism. During the twentyfour hours previous to his calling me his throat had been a little sorer than usual and a different sort of soreness than he had been having during any of the time. I found a wellswollen epiglottis, with the aryepiglottic fold on the left side also markedly swollen back on the arytenoid itself. The swelling was of the very baggy type on the epiglottis, but not so deeper down, so that I felt no alarm that the patient would immediately be troubled for breath, but nevertheless, I made multipuncture and started the steam atomizer. The patient was very uncomfortable and had a good deal of pain and trouble during that entire day. The next morning the swelling had gone over decidely on to the other aryepiglottic fold. No evidence of any pointing as of abscess in the epiglottis was seen although it remained distinctly swollen. From the morning of the second day the patient began to take moderate doses of salicylic acid and oil of wintergreen. He had a nap in the afternoon, from which he awoke very much relieved, and to my great surprise, when I examined him, the swelling had disappeared by more than half in all the parts that were affected, and I have felt fairly positive that there must have been some small abscess .which had ruptured, which had been so situated that I was unable to see it.
The explanation of the first two cases in this group was rather difficult. The third and last may be said. to be due to the leptothrix of the tonsils or to the gout, owing to the sudden improvement after taking the salicylates. The simplest explanation to give of the phenomena in the first two cases is that we had perichondritis with edema and the formation of a focus of pus. In both, the pus formation was spontaneous and not the result of any infected wound of the particular region where the abscess occurred, for no punctures were made in that area.
Concerning the probability of such a perichondritis, I was interested to run through such literature as I happened to have at hand, with the following results: D. Braden Kyle speaks of an acute epiglottiditis as occurring, and that it might sometimes be of a malarial or miasmatic origin. This last was referred to by several other authors, among them being Shurley of Detroit, and at considerable length by Arnold of San Francisco, in Burnett's first System. Newcomb, in the textbook, "Burnett, Ingals and Newcomb," speaks of abscesses probably occurring but very rarely. Casselberry, in Buck's Handbook, appears to have seen just such cases as those described in this last group, mentioning very similar conditions. When the abscess occurs on the lingual side of the epiglottis, he speaks of the inflamed condition as causing much dyspnea, but no great amount of dysphagia. Morell Mackenzie, who saw about everything that was ever observed, mentions abscess of the epiglottis as sometimes occurring.
Some of these authors speak of the matter under the general head of perichondritis of the cartilages of the larynx; others under the head of affections of the epiglottis. Lennox-Browne said he had never seen a case of pure and simple perichondritis of the epiglottis, and mentions the fact that the fibroelastic cartilage with no very well developed perichondrium is not such as would be conducive to the production of perichondritis.
Unless we arbitrarily presuppose that a quiescent cyst was present in these two cases of pure abscess formation, and that the condition resulted in edema and pus formation, we are obliged to come back to one or two suppositions as regards their formation; either a perichondritis or an epiglottiditis. Neither of these two patients had ever had an attack of sore throat which could possibly be construed as being the same as the one described, and the existence of old branchial cysts cannot be considered.
Incidentally, a small retention cyst from the stopping of some mucous gland could be the origin of the trouble as we so often see it in an anatomically similarly constructed part of the body, viz., the eyelid, when a stye forms. In styeformation we often have a simple Meibomian cyst existing for a long time previous to infection, and then we have what is usually called the stye, with the formation of pus following the infection. The analogy is very good here, and I have never seen a case of chondritis of the lid except from infection after an injury or infection of these cysts. It would only remain, then, to know how often these simple retention cysts of small diameter occur to make the picture complete. These, however, have never been reported. I have looked rather diligently for them since the idea occurred to me, and I have not found them as yet, but these edema cases with abscess are also very rare, these three being the only ones I have ever seen in twenty-three years' experience. So that we may very reasonably assume that one would not often find the stopped-up mucous glands which we are supposing to exist as a preliminary to the formation of abscess. Furthermore, racemose mucous glands are not numerous on the lingual surface of the epiglottis. Not giving credence to this explanation, we are driven back to the condition of idiopathic inflammation of the epiglottis, a very difficult thing to understand in these cases where no previous inflammation has existed, and yet is the one adopted by numerous writers. Ballenger in his recent book gives a separate heading, "Acute infectious epiglottitis," giving Theisen credit for the term. The latter's admirable paper had escaped us. Both these observers would evidently class such cases as the three under consideration in this group.
These three cases also differ very markedly in my observation from certain others where the edema for example, follows a simple tonsillitis. Difficulty in swallowing is 'the first symptom. Take for example a certain student in whom, following the mumps with a sore throat, there developed a very marked swelling and edema of the. left arytenoid and aryepiglottic fold. The edema was of the baggy type, and fell over into the larynx on inspiration so that it entirely covered over the false and true vocal cords. Multiple puncture and the steam atomizer-again proved of the utmost relief and speedily reduced the swelling on this side, but the next day it appeared on the other, and remained there with the greatest persistence and in very threatening amount for two whole days, when it yielded to treatment and promptly recovered.
I have had a similar experience in perhaps ten other cases where the edema followed previous inflammation in other parts of the throat and was not associated with any real perichondritis of the adjoining cartilages or inflammation of the cricoarytenoid Joint. In every case it did not affect the opposite side, as in the instance related, but usually did, although only once were both sides simultaneously attacked. In these cases we have apparently a simple inflammatory affection of the mucous membrane with edema, exactly as we See it sometimes in the uvula and soft palate, with no false membrane and no other manifestations.
At present writing there seems to be good explanation for this phenomena, or for the spreading and more or less selflimitation of the inflammation. I have thought that in most of these fugacious cases there was some connection with the grippe, but was only twice able to positively connect the two. Three of the ten were certainly at a time of the year when grippe was neither prevalent nor at all probable.
No abscess formation in the arytenoid region has been noticed in my cases, except in that form of genuine perichondritis which follows severe scarlet or typhoid fever. In one instance of typhoid perichondritis there resulted the exfoliation of a small piece of an arytenoid cartilage, and in another the whole cricoid was involved and became necrotic. The one case caused complete immobility of one arytenoid, with fixation of it near the median line. The other case produced the same fixation in the median line of both chords as might have resulted from a pure and simple paralysis of the cricoarytenoideus posticus muscles. Both cords being in the median position. it was necessary to do an immediate tracheotomy. These cases belong to a very different group from the fugacious type. which latter, while they may be exceedingly threatening at the time, seldom leave any complications. One has to act quickly and rapidly in the premises, but the ultimate outcome is good. Also we have to distinguish again edema of the glottis as it occurs as a result of some systemic condition such as disease of the kidney or pupura hemorrhagica.
I have seen one such case of what one might call general edema of the glottis such as is shown in Gruenwald's Atlas as published by Saunders. This edema involved, as is shown in the picture, not only epiglottis and glottis and the interior of the larynx, but also the upper part of the trachea. In the case shown, as in my own, no operation was of any avail.
To recapitulate, then, we certainly have several distinct types of inflammation; the branchial cysts, with recurrent enlargement, edema of the epiglottis with abscess formation due perhaps to small inclusion glandular cysts or to be classed as acute infectious epiglottiditis, and then the fugitive edema of the simple or local type following inflammation in the throat, which latter is not to be confused with the two types which result from pure perichondritis, as after typhoid fever, and from the firm swelling with slight edema with which we are all so familiar as it occurs in tuberculosis and syphilis, these are all to be distinguished from the general edema resulting from systemic causes and burns or other traumata.
